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ABSTRACT
This needs assessment was composed of 33 clinicians
in Riverside and San Bernardino counties that work in the

substance abuse field. This study was developed to test

if there is a need to increase clinicians' knowledge

level base when working with the older adults age 65 plus
with a substance abuse problem. This needs assessment
looked at demographics and tested the differences between

self reported knowledge and what instruments their
agencies are currently using.
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CHAPTER ONE

INTRODUCTION

Problem Statement
A growing problem in the United States is substance

abuse among older adults. It has been estimated that 17
percent of the older population suffers from a substance
abuse problem (Center for Substance Abuse Treatment,

1998). There are many aspects of this problem from older
adults using alcohol, illegal drugs, and prescription
drugs, to using over-the-counter drugs in excess.
However, in our society people believe that substance

abusers either die before reaching old age or they
"mature out" of using drugs (Center for Substance Abuse
Treatment, 1998). It seems possible to think that some
may die before, reaching old age but not all substance

abusers die young. The maturing out theory makes some
sense that people would eventually get tired of using

substances; however, with the growing number of older
adults who are reported to be using substances this
theory also seems to be false. The problem seems to be

more a matter of misdiagnosing the older population. This
is evident when we look at how many older people go to
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the hospital because of heart attacks compared to
substance abuse related incidents; reports indicate that

they are almost the same (Center for Substance Abuse
Treatment, 1998). Substance use among the older

population seems to be an invisible epidemic and also one
of the fastest growing health problems in the United
States (Center for Substance Abuse Treatment, 1998).
It is an invisible epidemic because our society does
not believe that people can be an addict late in life. If
the older person used substances as a younger adult this

increases the chances that they will develop a substance

abuse problem in the future; this is called early-on-set

(Center for Substance Abuse Treatment, 1998). Late-on-set
is when people become dependent on a substance after the
age of 55 years old. There are many factors that play a

role in increasing a person's chances to develop a
substance abuse problem: loss of a loved one (spouse),

divorce, and never being married (Hooyman & Kiyak, 2002).
This invisible epidemic was reported to cost $233,543,500

to Medicare for the diagnosis of alcohol related issues
in 1989 (Widlitz & Marin, 2002).
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The issue that needs to be looked at is what

instruments, if any, are being used to see if the older
adults have a substance abuse problem. The research seems

to show that most drug treatment centers and physicians

are using the DSM IV to diagnoses all people for

substance abuse problems (Center for Substance Abuse
Treatment, 1998). The DSM IV is a good tool for

diagnosing people with substance abuse problems; however,

it is not the best for diagnosing older adult population.
The DSM IV looks at first, if a person is meeting their

role in society such as work, school or in their home
lives; and second, to see if they are performing

physically hazardous activities such as driving an

automobile while intoxicated; third if they have been
arrested in a public location for substance related

activities such as disorderly conduct; fourth, and the

last criteria, is whether a person having recurring
problems with close family member(s) such as arguments
(American Psychiatric Association, 2000).
These criteria seem to be a good measurement for the
younger population but it is lacking when used to assess
the older population. The reason that these criteria need

to change for the older population is because the older
3

population may be retired and generally do not go to
school, but they may not be isolating themselves simply

because they are becoming older but other issues may be
present. The second criteria research has shown that the

older population's circle of friends has decreased and
they are less likely to drive while intoxicated, so this
criterion most likely does not apply to most older adults
(Center for Substance Abuse Treatment, 1998). The third

criteria is having problems with their close family; this
may be one of the reasons that the older person is

drinking because they may have lost their loved one or
wish that they had someone to take care of. It is
important that when older people are suspected of using

substances that people use testing measures such as "The
Alcohol Use Disorders Identification Test (Audit)"
because this measurement is better at assessing older

adults than the DSM IV (Center for Substance Abuse
Treatment, 1998, p. 124-125).
Purpose of the Study

The purpose of this study will be to determine if
substance abuse treatment centers are using appropriate
tools to diagnose the elderly population. According to
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Fingerhood (2000) only about 15 percent of alcoholics
over the age of 65 are receiving adequate treatment. This

problem is a concern because it looks as if the problem

is under recognized by other organizations and medical

professionals such as substances abuse treatment centers,
physicians, and clinicians. In the Center for Substance
Abuse Treatment TIP 26 book they seemed to be concerned

about the issue and suggested that the issue is being

misdiagnosed by many professionals. Farkas (2004)
concluded that many professional's lack the training with

an emphasis on substance abuse and therefore there is a
gap of knowledge and the skills to help the aging

population with a substance abuse problem.
Significance of the Project for Social Work
The biggest concern is with the Baby Boomer

population because it is the fastest growing older adult

population in history and it has been shown that this
population continues to use illegal drugs at a higher
rate than any other previous generation. People 65 years
and older are the fastest growing group in the United

States at this time (Kirchner et al., 2006). It is

imperative that more reliable instruments are used to
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test this older population because it is estimated that

over four million more Baby Boomers will become 65 years

of age each year until 2030 with an estimated total of
over 80 million (Center for Substance Abuse Treatment,
1998 & Morton, 2003).

It is important to find out how people are testing
the older population because if it is not meeting the

needs of this population then the people who are testing
them for substance abuse need to be retrained in how to
work with this population and what tools we have to
better understand this population. This study builds on
Redl (2003) thesis; however this study focuses on

clinicians views. Do professionals that see older adults
have the tools to properly assess if they have a
substance abuse problem?
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CHAPTER TWO

LITERATURE REVIEW
Introduction

The literature review will discuss the size of the
problem and the lack of services for the ageing

population. The history of substance abuse treatment

traditionally focused on mid-adulthood, young adults, and
adolescent males with little to no research on the aging

population (Shafer, 2004). The literature review will
look at how older adults have more barriers for treatment
than the younger population. The review will also compare

the differences between older and younger populations. A

review of the importance for clinicians and physicians to

recognize older males and females as having a dual
diagnosis is needed. How the biological effects differ
from younger and older adults as a result of consuming

alcohol and how many older adults are misusing drugs such
as over the counter, prescription and illegal drugs and
what are the best ways to uses interventions to help the

aging population.
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Barriers for Older People
There are barriers that are affecting the older

population just because they are old: ageism, lack of
awareness, comorbidity, and transportation issues (Center
for Substance Abuse Treatment, 1998). Ageism is affecting
the older population because younger people will say such

things as, one more beer will not hurt grandpa because he
is going to die soon, or let grandma drink because it is

the only thing that keeps her going (Center for Substance
Abuse Treatment, 1998). However grandma and grandpa

(older adults) might be suffering from depression and
drinking is used as a form of self-medicating (Center for

Substance Abuse Treatment, 1998). Caregivers and others
(social workers, congregate meal workers) may be missing
the cues that the older people need help with their

drinking problem (Center for Substance Abuse Treatment,
1998). By letting grandma drink people are enabling the
older person to develop maladaptive coping skills. Shafer

(2004) suggests that allowing older adults to use

substances as a way of dealing with traumatic events
(death of a spouse) and psychosocial stressors may make
the person dependent on the substance to deal with less

stressful situations in the future. In American culture
8

older people are viewed as powerless, useless, senile,
and that they are going to die soon (Center for Substance

Abuse Treatment, 1998). These viewpoints are feeding this

invisible epidemic and the resulting stereotypes are
being internalized by the older population (Center for

Substance Abuse Treatment, 1998). There is a need for
people to realize that the older population is not going

to be the minority and this problem needs to be handled

in a serious manner.
Another problem is when older adults go to the

doctor and they have hypertension they are just being
treated for this diagnosis, where if a younger adult

comes in with hypertension they are more likely to be
tested for substance abuse problems (Center for Substance
Abuse Treatment, 1998 & Fingerhood, 2000). Also people

may be unwilling to treat older people with substance

abuse problems because they are likely to die anyway
(Center for Substance Abuse Treatment, 1998). This is a

misconception because if we can get people away from
using substances they are more likely to live longer,
healthier lives than if they continue to use substances

(Center for Substance Abuse Treatment, 1998).
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Center for Substance Abuse Treatment (1998)

suggested that it is hard to diagnose an older person
with an alcohol or drug problem because people believe

that the normal aging process accounts for why they do
not work anymore; why they develop smaller social

circles, and also why they may drive less. This seems to

be true however, as professionals we need to look at
other factors such as how much they are drinking in a

day, week, or month. It is important to ask these

questions because the older adults may not think that
they have a drinking problem.
Older people are subjected to the stigma and shame
of substance abuse plus their own denial of having a

substance abuse problem (Center for Substance Abuse
Treatment, 1998). They are also faced with lack of

awareness from other people who do not notice the signs
of substance abuse in the older population (Center for

Substance Abuse Treatment, 1998). This lack of awareness
is shared between the substance abusers loved ones, the

community, and society as a whole (Center for Substance
Abuse Treatment, 1998). The feeling of shame, the stigma,

and denial may be associated with "religion, gender,

culture, or a combination of these and other factors"
10

(Center for Substance Abuse Treatment, 1998, p. 6) .

Center for Substance Abuse Treatment (1998) suggests that

because of their moral values, if older adults think that
alcohol is causing problems they are less likely to seek

treatment because this is a sign of weakness (Hooyman &
Kiyak, 2002) . Older adults seem to be more sensitive to
mental diagnosis than medical diagnosis (Center for

Substance Abuse Treatment, 1998). This may be because
there is a stronger stigma tied to the mental diagnosis
than to a medical diagnosis. With the stigma tied to the

older person just because they are getting older they do
not need/want to also have an additional stigma of a

mental health diagnosis. Older people also seem to

believe that they should be able to cope with their own
alcoholic problems and they do not need to involve their
physicians or clinicians (Hooyman' & Kiyak, 2002). The

older person who has an early-on-set drinking problem has
been able to manage their drinking problem for a long

period of time. Most likely they believe that they could

continue to control their problem. Hooyman and Kiyak
(2002) suggest that most health care professionals do not

believe that alcoholism can occur in older adults. This
could be a direct result of people believing that most
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alcoholics and drug addicts die before they become old.
This idea may be more problematic than originally thought

to be. This goes back to ageism because the older adults
do not want to be viewed as weak or senile (Center for

Substance Abuse Treatment, 1998). Drinking among older
adults needs to be looked at as a problem instead of as a
right because a person is old.

Dual Diagnoses

Comorbidity is when a person has two different
diagnoses, for example, people with a mental disorder
such as major depression and a second problem could be

substance abuse (Center for Substance Abuse Treatment,
1998). Mann, Hintz, and Jung (2004) suggested that when

people have a long history of alcohol use they are more
likely to drink when depressed compared to people who do
not have a history of alcohol use. Prigerson, Desia, and

Rosenheck (2001) suggest that older adults are more
likely to have dual diagnoses when they use alcohol. The

dual diagnoses of depression and alcohol abuse is higher
among older adults than in younger adults (Prigerson,
Desia, & Rosenheck, 2001). Hooyman and Kiyak (2002)

reported that 30 percent of older adults who drink have
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depression and 20 percent of older adults who drink have
dementia. However, Prigerson, Desia, and Rosenheck,
(2001) suggest that dual diagnoses are less frequent
among the older adult population. This might be due to
the fact that the criteria for diagnosing a substance

abuser is affective changes, social isolation or

cognitive impairment and clinicians and physician might
misinterpret this as the normal aging process (Prigerson,
Desia, & Rosenheck, 2001). Prigerson, Desia, and

Rosenheck (2001) also suggest that it might be hard to
diagnose older adults because most do not work, their

spouse may have passed away and they are less likely to
drive while under the influence (DUI). These factors make
it harder for caregivers and clinicians to identify older
adults as substance abusers.

Some treatment centers may be reluctant to take
older adults because of health problems and may not be

able to accommodate all of the needs of the patients

(Center for Substance Abuse Treatment, 1998). Center for

Substance Abuse Treatment (1998) suggested that most
inpatient facilities should have trained staff to work
with older adults; however, outpatient facilities may not

(Center for Substance Abuse Treatment, 1998). Mann,
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Hintz, and Jung's (2004) study shows that people with
dual diagnoses are less likely to respond to treatment

compared to individuals who only have one diagnosis.

Mann, Hintz, and Jung (2004) also suggest that people
with dual diagnoses are more likely to relapse than

people with only a substance abuse problem. Shafer (2004)
suggests that substance abuse is higher among older

adults who see a primary care physician. Shafer (2004)

says that clinicians and physicians need to learn the
difference between the normal aging process and aging
issues such as depression, dementia, and addiction to

prescription and illegal drugs. This is imperative
because the older population may be using the substances

so much that it can cause them to develop dementia and
permanent brain damage. Another factor to consider is
that older women who are alcohol dependent have a higher

tendency for mood disorders than men (Mann, Hintz, &

Jung, 2004). This may be because they are more likely to
live through the death of their spouse. More research is
needed on why there is a difference between males and
females who use substances and develop mental health

disorders.
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Shafer (2004) also implies that physicians and

clinicians are not actually trained in gerontology and

substance abuse diagnoses for the elder adult population
effectively. Most caregivers are also not trained in
gerontology or to recognize the problems substance abuse

causes. For example if the physicians or clinicians talk

with the family of the substance abusers they may still
miss the diagnosis due to their lack of training
(Shafter, 2004) . The research suggests that most people

need more training on how to identify signs of the normal
aging process and when an older person may have substance

abuse problems.
' In treating older adults, it may be harder to
recommend that they go into an inpatient setting because

they may not want to leave their current living
arrangement and the stigma of being labeled as a

substance user or having a mental health disorder. So if
they are then referred to an outpatient facility they may
lack transportation to get to an Alcoholics Anonymous

(AA) meeting. Most meetings do not provide
transportation. Most of the meetings are also at night

however they do provide meetings during the day.
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Alcohol
In 1995 it was estimated that there were 2.5 million
older adults with alcohol related problems (Center for
Substance Abuse Treatment, 1998). This is surprising when
it is compared to the estimated amount of older adults
who are being hospitalized for heart attacks because

there are about the same amount of alcohol related

hospitalizations (Center for Substance Abuse Treatment,
1998). Kirchner et al.,

(2006) suggested that alcohol has

a strong correlation with functional impairment more so
than "smoking,, age, use of sedatives or tranquilizers,

stroke, or grip strength" and alcohol has an increased

chance of having adverse effects with prescription drugs
(p. 92). This fact shows that the prevalence of alcohol
use is high among the older population however little is
being done to solve the problem. Kirchner et al.,

(2006)

study found that 7.9 percent of older adults drank in

excess. Substance misuse among older adults: a neglected
but treatable problem (2008) suggests that 30 percent of

men and 15 percent of women over the age of 60 drink in

excess. Widlitz and Marin (2002) suggest that women are
reported to start to drink heavier later in life than
men. Kirchner et al.,

(2006) and Center for Substance
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Abuse Treatment (1998) suggests that older adults should
not drink more the one alcoholic drink per day. Gomberg

(1988) suggests that older adults are likely to drink one
or two more drinks per day before dinner than younger

adults who are more likely to be social drinkers. One
alcoholic drink is a 12 oz beer, a 4 oz glass of wine, or
a 1.5 oz shot of hard liquor.

In 1998 it was estimated that 80 percent of the

people 65 and older self reported at least one alcoholic
drink a month or more (Hooyman & Kiyak, 2002) . Of those,

10 percent reported drinking more than 5 drinks in one
sitting (binge drinking)

(Hooyman & Kiyak, 2002).

Younger people's bodies can handle the alcohol

better than the older population. As the body ages many
changes take place that affect the consumption of
alcohol. The body decreases the amount of water that it

stores; the body becomes more sensitive and decreases its

tolerance to alcohol, and decreases its metabolism rate
of alcohol in the gastrointestinal tract (Center for

Substance Abuse Treatment, 1998). It has been found as
the body mass decreases the water that the body retains

also decreases (Center for Substance Abuse Treatment,
1998). Alcohol is a substance that is water-soluble which
17

means that when it is drank by a person it goes into the

blood stream, not, stored in the fat cells (Center for
Substance Abuse Treatment, 1998). In older adults the

amount of water retained decreases therefore it takes
less alcohol to get an older adult drunk (Center for
Substance Abuse Treatment, 1998).

Older people who drink increase the chances that
they will develop hypertension, stroke, immune system

incapable to fight off cancers cells, liver disease,

decrease in bone density, gastrointestinal bleeding,

depression, anxiety, or malnutrition (Center for

Substance Abuse Treatment, 1998). Kirchner et al.,

(2006)

study suggested that as the older person's health
declines that they are more likely to drink heavily or
binge drink frequently. Kirchner et al.,

(2006) reports

that binge drinking is present in an older adult when
they drink 4 or more alcoholic drinks in one day.

Kirchner et al.,

(2006) study reports that men drink more

often than women. The study shows that African-Americans
and Caucasians are more likely to drink heavier in later

life when they have feelings of depression or have
increased anxiety (Kirchner et al., 2006). When older

adults have chronic alcohol problems it can cause
18

irreversible damage to brain functioning (Center for

Substance Abuse Treatment, 1998). Kirchner et al.,

(2006)

study showed that the frequency and quantity of alcohol
use decreases with age and the study suggests that is

because the heavy drinkers died or stopped using at an
early age. As seen above it might be because their body
has changed so they are now just drinking less to get the

same effect that they used to get when they were younger
with more alcohol. Chinese-Americans and Hispanics show a
lower rate for binge drinking than do Caucasians and

African-Americans (Kirchner et al., 2006). The population
that is at greatest risk is widowed older people and

single, never married Caucasian men (Hooyman & Kiyak,
2002). Women are at great risk of alcoholism if they are

"smokers, not married, not religious, and with little
social support" (Hooyman & Kiyak, 2002, p. 210). With all

of the problems that alcohol causes and the people who
are at risk it is amazing that physicians and clinicians

do not have better means to accurately test the older

population for alcoholism.
Alcohol also can change a person's sleep patterns

even more dramatically than typically expected for an
older adult (Center for Substance Abuse Treatment, 1998).
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Studies have shown that older people who drink decrease
the amount of rapid eye movement sleep (Center for

Substance Abuse Treatment, 1998). Rapid eye movement

sleep is the most important sleep for a person because it

is the deepest sleep that a person enters and the stage
where they get the most rest. Older adults who drink a
lot (more than eight alcoholic drinks a week) may also

become insomniacs (Center for Substance Abuse Treatment,
1998).

Misusing Drugs
Alcohol use was less frequent in the 1930's, 40's,
and 50's. However, in the 1960's, drinking started to

become more common (Center for Substance Abuse Treatment,
1998). This is also a concern for the Baby Boomers era

because research has shown that people who used to drink

in younger years are more likely to drink in later
adulthood (Center for Substance Abuse Treatment, 1998).
The most common drugs that are abused by older adults are

prescription medications and over-the-counter drugs
(Center for Substance Abuse Treatment, 1998). The older

population on average takes eight different medications
per day (Center for Substance Abuse Treatment,

20

(1998). It

should be one of our top priorities to see if they have a

substance abuse problem. Center for Substance Abuse
Treatment (1998) suggests that prescription drug use is
the most common form of abuse and misuse among older

adults. The drugs that are particularly most common to be

misused are the benzodiazepines, sedatives, and hypnotics
(Center for Substance Abuse Treatment, 1998). Many older

adults take various kinds of medication and then if they
are drinking alcohol it can negatively react with their

other medications (Center for Substance Abuse Treatment).
Benzodiazepines are drugs that are prescribed to

patients who are having anxiety disorders. The
benzodiazepines work by slowing down the -brain activity

in the area that is associated with anxiety (Jaffe et
al.,

(Ed), 1995, p. 151). Center for Substance Abuse

Treatment (1998) suggests that more older adults are
prescribed benzodiazepines, 17 to 23 percent more than
any other type of prescribed drug. Although many older

adults are being prescribed benzodiazepines, Center for

Substance Abuse Treatment (1998) suggests that this drug
is likely to react with other drugs and is highly

reactive to alcohol. Benzodiazepines also have a long
half-life which is very problematic because as the body
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gets older its ability to metabolize medication and

alcohol slows down (Center for Substance Abuse Treatment,
1998). Benzodiazepines themselves are also very addictive
so if a person stops using alcohol they may then become

addicted to benzodiazepines.
The older population has also been found to misuse

over-the-counter drugs more often than younger adults
(Hooyman & Kiyak, 2002). The older population is more

likely to misuse "aspirin compounds, laxatives, and

sleeping pills" (Hooyman & Kiyak, 2002, p. 211). This is

mostly due to the fact that the older population is not
aware of harmful effect of using these over-the-counter
drugs in large doses (Hooyman & Kiyak, 2002). Older
people may take large amounts of aspirin because they did
not feel the effect of the low dosage (Hooyman & Kiyak,

2002). Older people who are taking large amounts of

over-the-counter drugs are more likely to harm themselves
because of their body having slowed the metabolization

process rate and more of the medication can build up to

toxic levels in the body. The over-the-counter drugs can
also have a negative reaction to the alcohol that the

older person consuming as well as other medications that
the older person is taking.
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Older women who cannot drive and live alone are more

likely to drink alone, and they are more likely to be
prescribed benzodiazepines than men and this drug has
negative effects with alcohol (Center for Substance Abuse
Treatment, 1998). Gomberg (1988) suggests that 35 percent

of women live alone and 14 percent of men of men live

alone; however men are more likely to drink alone than
women. Older adults who are homebound because of physical

disabilities are at a high risk for alcoholism (Center
for Substance Abuse Treatment, 1998). This may be because

they lack a large social support network,.

Shafer (2004) reports that historically substance
abuse research has been focused on mid-adulthood, young

adults, and adolescent males. Recently researchers have
realized that older adults use drugs differently;
however, Shafer (2004) reports that there are no

effective tools to test older adults for substance abuse
problems. Center for Substance Abuse Treatment (1998)
suggests that there are effective tools to test older
adults however many physicians may not possess them. One

of the reasons that older adults are harder to screen for

substance abuse problems is that they will use several
different doctors, they say they drink less than they
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actually do and they may be willing to share medication

with friends and are less likely to use substances in

public places (Shafer, 2004). This makes it difficult for
physicians to know what medications each patient is

taking at any given time.

With all of the information on prescription and
over-the-counter drug use little research has focused on
illegal drugs. This might be because of the "maturing

out" theory which states that as a person gets older they

decrease their use of illegal drugs until they do not use
it at all (Patterson & Jeste, 1999). This theory has been

proven incorrect by empirical data (Patterson & Jeste,
1999). Another idea is that more substance abusers die
before they reach old age which is suggested by Patterson
and Jeste (1999) to be true. More research is needed on

the long-term effects of marijuana use on the brain.

Current information is that it causes memory loss however
no information is given if the effects are permanent.

Farkas (2008) suggest that Baby Boomers generation use of

illegal drugs especially marijuana are at higher rates
than any other generation and it is suggested that there

is no reason to assume that the use of marijuana or other

illegal drugs will decrease for this generation. Gossop
24

and Moos (2008) suggests that older adults over the age
of 50 will require treatment for the use of illegal drugs

and it is estimated that the rate of older adults going

to substance abuse treatment centers will rise about 300%
between 2001 and 2020. Farkas (2004) suggests that only
one percent of the United States population is currently

using illegal drugs however it also suggest that this

estimate is conservative and that substance abusers are
less likely to complete the survey. The Literature

suggests that older adults are using illegal drugs;
however, no research suggest how they obtaining the

illegal drugs or how often they are using. The importance
of this research is because the large Baby Boomer

population is growing older and it has been shown that

this population continues to use illegal drugs at a
higher rate than any other previous generation.

More training of doctors, physicians, and clinicians
in substance abuse in the elder population is needed to
help prevent deaths among the older population who are

taking medications such as benzodiazepines and have an
alcoholic drink with it. More information needs to be

given to the caregivers of the elder population to
identify signs of substance abuse. People should not make
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assumptions that older people need a drink to get out of
bed because this feeds the invisible epidemic that is

upon us.

Interventions
The most important intervention for an older person

to date is almost the same as for younger adults; either
an inpatient or outpatient treatment center (Center for

Substance Abuse Treatment, 1998). The difference that
needs to be made is in the way that we talk to the older
clients. Center for Substance Abuse Treatment (1998),

recommends avoiding the stigma (refrain from using words

like alcoholic and drug abuser and addict) of the older
population. It is better if the counselors use more

medical terms instead of a psychological or mental health

diagnosis (Center for Substance Abuse Treatment, 1998).This is because the older population is faced with a

society that does not favor people becoming old. With
this problem that the older population faces it is

important for the counselors to develop a nonjudgmental
relationship with the older adults (Farkas, 2004,
Gomberg, 1988). The counselors must ask questions that
are respectful and clear (Farkas, 2004). (It is also
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important that the counselors understand that the older
adults most likely feel ashamed of their use or abuse
(Farkas, 2004). Frakas (2004) suggests that words such as
"disease" should be used to imply that there is no fault

to the individual.
The counselors need to inform the client of the risk

of mixing medications and alcohol (Center for Substance
Abuse Treatment, 1998). The older patients need to learn

the drastic consequences that could happen if their

medications react in a negative manner to the alcohol
that they are drinking. Older adults take more medication

than do the younger age people so it is very important

that the older population understands the body's natural
process. Part of getting older is that the body begins to

slow down; walking slows down and it is more difficult
for them to acknowledge that they also need to be

informed about how their metabolic process slows down as

well. The older population needs to understand the
consequences of taking prescription medications
improperly. The buildup of toxicity in medications and
over the counter medications combined with alcohol can

result in death. It is also as important to teach the
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caregivers the same information so that they could spot a
problem in their family should it arise.

Special intervention will need to take place for
older adults who are using substances as a means of
suicide (Center for Substance Abuse Treatment, 1998).

People over the age of 65 accounts for 25 percent of the
national suicide rate (Center for Substance Abuse
Treatment, 1998). Clients who have attempted suicide need
to be hospitalized immediately and others who talk about

it need to be taken seriously (Center for Substance Abuse
Treatment, 1998). Caregivers and close family members

need to be on the lookout for major depression and
drinking because this could be a sign that the older

person might have suicidal tendencies (Center for
Substance Abuse Treatment, 1998). One important fact is

that most people do not commit suicide when in a deep

depression; ironically they commit suicide when they are
coming out of the depression. This is thought to be

because most of the people that were offering their

support leave once the older person is doing better. It

is very important that one intervention for the

caregivers and close family friends is to be supportive
of the older adult even if he or she is not depressed.
28

Another important intervention that needs to take
place is for the homebound client. For this client close

family and friends should be there to help support the
client. The facilitator needs to meet with the family,

friends, visiting nursing staff, and social workers to
ensure that they understand about the stigma that the
older adults face and key words not to say in the support
group.
For clients who are not homebound there are two

options: inpatient and outpatient facilities. Both have

positives and negatives to them in helping the older

population. Inpatient facilities surround the client with
other seniors who are having the same or similar problems

that they are having. The inpatient facilities provide
the seniors with the opportunity to share their feelings,

emotions and problems in a safe environment. It also

provides a good place for them to build a support
network. However one of the downfalls of the inpatient
facilities is the senior has to leave his or her current

living arrangements to move into this facility for a

short period of time. Compared to the outpatients'
facilities where the clients do not have to leave their

living arrangement but they may not develop as close
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relationships as in an inpatient facility. In both of the
facilities they need to talk about how to cope without
alcohol, prescription medication, and illegal drugs. By

showing them new coping strategies it will help them to

stop using substances.
Epstein, Fischer-Elber, and Al-Otaiba (2007) suggest

that older women are more likely to ask for help with an
alcohol problem and are also more likely to complete
inpatient or outpatient treatment center programs. Most

of the Alcoholics Anonymous and other self-help meetings
have historically been geared to help men. However

recently more women only meetings have been appearing to
focus on women's issues with substance abuse (Epstein,

Fischer-Elber, & Al-Otaiba 2007). The self-help groups
are still lacking specializations for the older

population for both males and females (Epstein,
Fischer-Elber, & Al-Otaiba 2007). Most treatment center
information is directed to help male more than female
issues and very little on older populations (Epstein,

Fischer-Elber, & Al-Otaiba 2007). These issues need to be
looked at in great depth because many risk factors change
as a person gets older.
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Theories Guiding Conceptualization
In the current study, Needs Assessment Theory is the

guiding theory to determine if there is a need to change
the current system for diagnosing older adults with a

substance abuse problem (Davidson, 2005). The literature
shows that there are effective tools to assess older
adults; however, many doctors, physicians, and
potentiality substance abuse treatment centers may not

possess them (Center for Substance Abuse Treatment,
1998). One of the reasons that older adults are harder to
assess for substance abuse problems are they potentially
will see several different doctors and lie about how much

they drink, and they are also more willing to share

medication with friends (Shafer, 2004). Older adults are
also less likely to use substances in, public places

(Shafer, 2004). All of these factors make it difficult
for professionals to diagnose older adults with a

substance abuse problem however of they are given the

proper tools this may change.
Summary
All of the research indicates that older people need
to be talked to differently than the younger generations
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that they have special needs. It is important that people
look at older people and not think just because they are
older that they earned a right to drink as this is

enabling the older generations to lose valuable time and
coping skills. The older population needs to be closely

monitored by a physician to make sure that no medical

conditions change. It is important to keep in mind that
the older population may also be dealing with issues such

as grief of a loved one and/or role loss issues because
they are now retired. The Baby Boomer generation also

needs to be closely monitored for substance use because

statistics have shown that people that use in early life
are more likely to use in later life. And with the

knowledge of misdiagnosing it is important to retrain
professional staff in how to identify substance abuse

among the older population. It is also important for the

professional staff to help the family members to watch
for warning signs in older adults and learn what stigmas
not to say around them.
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CHAPTER THREE
METHODS

Introduction

This chapter will discuss the methods used to
measure the need for additional education and programs to

serve, substance abusers over the age of 65. This study
will demonstrate the competence level of the
professionals working with the substance abusers among
the elderly population.

Study Design
The purpose of this study was to see if

professionals have the adequate training to effectively
treat people over the age of 65. The study was single
study design. The survey was given to professionals in
the substance abuse field. The researcher was given

surveys in Riverside and San Bernardino counties.
Sampling
The sample was a single cell purposive and snowball

sampling. The sample was purposive because there are

substance abuse agencies in the local area that this
researcher knows about and it will also be a snowball
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because this researcher asked them to give this research
the names of other agencies that they thought would be

willing to participate in the study. This researcher gave
out 35 surveys and all were taken. Of the 35 surveys on

34 were used because of missing data on the surveys.

Data Collection and Instruments
The data source was collected at most treatment

centers in Riverside and San Bernardino counties by

surveys. A 15~question likert scale type survey was given

to substance abuse professionals (see appendix A). These
statements were used to gauge the knowledge that the

professionals population (substance abuse counselors)

understands about treating people over the age of 65 with
a substance abuse problem. Demographics were collected to

determine if specific factors play a role in more/less

knowledge within the professional population (see
appendix D).

Procedures
The first step was contacting the agencies to make

sure that they had time for the questionnaire. The second

step was going to the agencies and asking the director
for permission to conduct the research at the agency. If
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the director said no then I leaf but it the director said

yes than I asked the employees if they were willing to
participate in the study, if they answer yes, then an

informed consent (see appendix B) -was given. The third

step was this researcher gave the survey complete with
demographics (see appendix D), questionnaire (see

appendix A), and debriefing (see appendix C). All the

information gathered from the agency was be placed into
an envelope and given a number to protect the

confidentiality and a random number was assigned to each
envelope. Then the participants was given a debriefed

(see appendix D) and was given a referral and telephone

number to contact if they encounter any negative reaction
or stress due to the survey. The participants were
encouraged to contact the researcher of this study to

refer additional individuals that would like to

participate in the study. The participants were asked not
to give any key information that would hinder the true

results of this study.

Protection of Human Subjects
The study was designed to test the competence level

of professionals treating substance abusers 65 years or
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older. The participants were told that the participation

in this study is voluntary and they can terminate
participants at any time during the process of this

study. The confidentiality and anonymity of the
participations was enforced by placing all the
information collected into an envelope with a random

number and placing it in a locked box in the car and then
at the researcher's house. No names or other identifying

information will be collected.

Data Analysis
This study was a quantitative design. All

information that was gathered through surveys was

inputted into SPSS program and was then evaluated by this
researcher. All the information from the surveys was

assigned into categories such as scale, interval, and
ordinal to determine the results. The demographics data
was analyzed to identify key differences in the

professional population.

Summary
The researcher was attempting this study to

determine if there is a need for additional specialized
training for professionals who treat substance abusers
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over the age of 65. This study was developed to inform

substance abuse centers throughout Riverside and San
Bernardino counties of the lack of knowledge and use of

proper tools to assess the over 65 population. No
specific names of agencies will be released to protect

confidentially and anonymity of each agency. The results
for this study may suggest treatment center staff are not

adequate trained to treat the older population with a

substance abuse problem which supports the literature
review. The researcher's goal of this study is to help

social worker and professional realize the possible need
for additional training.
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CHAPTER FOUR
RESULTS

Introduction
This needs assessment was composed of 33 clinicians

in Riverside and San Bernardino counties that work in the

substance abuse field. This study was developed to test
if there is a need to increase clinicians' knowledge

level base when working with older adults age 65 plus
with a substance abuse problem. This needs assessment
looked at demographics and tested the differences between

self reported knowledge and if they are using the
appropriate instruments with the older population.

Presentation of the Findings
The needs assessment consisted of a demographic
section which was used to measure differences in the

population that was surveyed. The next section consisted
of a Likert scale to measure the clinicians self reported
knowledge of the older adult population with a substance

abuse problem. The last section was a self report of the
instruments that they and/or the agency used with

different populations, for example, adolescents (13-18),
adults (19-64), and older adults (65+).

38

The sample population (N = 33) were clinicians who

work in the substance abuse field. The gender of the

sample was 6 males (18%) and 27 females (81%). The
ethnicity of the sample population was 4 African
Americans (12%) , 2 Asian American/Pacific Islander (6%),

7 Hispanic/Latino (21%), 19 Caucasian (57%), and 1 other
(3%) .

Of the 33 clinicians, 10 (30%) work in Riverside

County, 22 (67%) work in San Bernardino County, and 1
(3%) did not answer this question. Of these clinicians,
20 (60%) work full-time in the field and 13 (40%) work

part-time.
Level of education for the participants ranged from

high school to Master level. The participants answered as

follows: High school 1 (3%), AA/AS 1 (3%), Bachelors 10

(30%), Masters 13 (39%), CADDE 1 (3%), CAADAC 3 (9%),

CATS 1 (3%), and other 3 (9%).
Religious preference of the clinicians consisted of
the following categories: Catholic 9 (27%), Protestant 5

(15%), none 6 (18%), and other 13 (39%).
The second section which consisted of a Likert scale

measured the clinicians' self-reported knowledge,

caseload size, and beliefs towards older adult population
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with a substance abuse problem. The Likert scale used 15

different questions with 24 significant correlations.
The positive correlation between questions one and
three was significant,

(R = (31) = .463, p < .005). That

is, to what extent people have worked with older adults
over the age of 65 (question 1) is significantly

correlated to what extent the participants felt that they
have specialized training to work with older adults

(question 3). In response to question one, six (18%)
responded to no extent, nineteen (57%) responded to a
little extent, seven (21%) responded to a medium extent,

and one (3%) responded to a large extent. In response to

question three, seven (21%) responded to no extent,

sixteen (48%) responded to a little extent, seven (21%)
responded to a medium extent, and three (9%) responded to

a large extent.
The positive correlation between questions one and

five was significant,

(R = (31) = .428, p < .005). That

is, to what extent people have worked with older adults

over the age of 65 (question 1) is significantly
correlated to how much of the clinicians' caseload

focuses is on older adults (question 5). In response to
question five, eighteen (54%) responded to no extent,
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twelve (12%) responded to a little extent, one (3%)

responded to a medium extent, and two (6%) responded to a

large extent.
The positive correlation between questions one and
six was significant,

(R = (31) = .588, p < .001). That

is, to what extent people have worked with older adults

over the age of 65 (question 1) is significantly
correlated to if their facility utilizes specialized
treatment in individual therapy with older adults

(question 6). In response to question six, thirteen (39%)
responded to no extent, eleven (33%) responded to a

little extent, seven (21%) responded to a medium extent,
and two (6%) responded to a large extent.
The positive correlation between questions one and

seven was significant,

(R = (31) = .353, p < .005). That

is, to what extent people have worked with older adults
over the age of 65 (question 1) is significantly

correlated to the extent in which the clinicians'

facility utilizes specialized treatment groups with older
adults (question 7). In response to this question,

sixteen (48%) responded to no extent, eight (24%)
responded to a little extent, six (18%) responded to a
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medium extent, and three (9%) responded to a large extent

that they use specialized groups for older adults.
The positive correlation between questions one and

eight was significant,

(R = (31) = .356, p < .005). That '

is, to what extent people have worked with older adults
over the age of 65 (question 1) is significantly

correlated to what extent the clinicians' agency

contributes to the specialised needs of the older adults
(question 8). In response to this question, nine (27%)

responded to no extent, fourteen (42%) responded to a
little extent, seven (21%) responded to a medium extent,

and three (9%) responded to a large extent.
The negative correlation between questions two and

five was significant,

(R = (31) = -.486, p < .001). That

is to what extent clinicians feel that older adults are

misdiagnosed with a substance abuse problem (question 2)

is significantly correlated to how much of their caseload
focuses on older adults (question 5). In response to

question two, one (3%) responded to no extent, twelve
(36%) responded to a little extent, eleven (33%)

responded to a medium extent, and eight (24%) responded

to a large extent. In response to question five, eighteen
(54%) responded to no extent, twelve (36%) responded to a
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little extent, one (3%) responded to a medium extent, and
two (6%) responded to a large extent.

The positive correlation between questions two and

fifteen was significant,

(R = (31) = .487, p < .005).

That is to what extent clinicians feel that older adults
are misdiagnosed with a substance abuse problem (question
2) is significantly correlated to clinicians' belief that

older adults do not drink in excess question 15). In
response to this question, five (15%) responded to no

extent, eighteen (54%) responded to a little extent,
seven (21%) responded to a medium extent, and two (6%)

responded to a large extent.
The positive correlation between questions three and

nine was significant,

(R = (31) = .590, p < .001). That

is, if the clinicians felt that they have specialized
training to work with older adults (question 3) is
significantly correlated to clinicians.' belief that they

have used specialized treatment when working with older

adults. In response to question three, seven (21%)

responded to no extent, sixteen (48%) responded to a
little extent, seven (21%) responded to a medium extent,
and three (9%) responded to a large extent. In response

to question nine, sixteen (48%) responded to no extent,
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eleven (33%) responded to a little extent, six (18%)
responded to a medium extent, and zero (0%) responded to

a large extent.
The positive correlation between questions four and

seven was significant,

(R = (31) = .404, p < .001). That

is, to the clinicians' view that there is support for

older adults (question 4) is significantly correlated to
the extent in which the clinicians' facility utilizes

specialized treatment groups with older adults (question

7). In response to question four, five (15%) responded to
no extent, nineteen (57%) responded to a little extent,

five (15%) responded to a medium extent, and three (9%)
responded to a large extent. In response to this

question, sixteen (48%) responded to no extent, eight
(24%) responded to a little extent, six (18%) responded

to a medium extent, and three (9%) responded to a large

extent.
The negative correlation between questions four and
ten was significant,

(R = (31) - -.411, p < .005). That

is, to the clinicians' view that there is support for

older adults (question 4) is significantly correlated to
clinicians' willingness to attend specialized training

(question 10). In response to this question two (6%)
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responded to no extent, two (6%) responded to a little
extent, five (15%) responded to a medium extent, and

twenty-four (24%) responded 'to a large extent.
The positive correlation between questions four and

thirteen was significant,

(R = (31) = .405, p < .005).

That is, to the clinicians' view that there is support
for older adults (question 4) is significantly correlated

to what extent the clinicians believe that older adults
use illegal drugs (question 13). Nineteen (57%) of

clinicians responded that there is little support for the
older adults and sixteen (48%) clinicians believe that
older adults use some illegal drugs.
The negative correlation between questions four and

fourteen was significant,

(R = (31) = -.359, p < .005).

That is, to the clinicians' view that there is support

for older adults (question 4) is significantly correlated

to clinicians' belief that older adult abuse prescription

medications (question 14). The clinicians responded that
13 (39%) believe that older adults abuse prescriptions to

a medium extent and 19 (57%) believe that older adult

abuse prescriptions to a large extent.
The positive correlation between questions five and
six was significant,

(R = (31) = .373, p < .005). That
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is, the clinicians' caseload that has little to no older

adults (question 5) is significantly correlated to what
extent the clinicians' facility utilizes specialized

treatment in individual treatment with older adults. In
response to this question five, eighteen (54%) of

clinicians answered that their caseload represented no
older adults and twelve (36%) of clinicians responded

that older adults are a small part of their caseload. In
response to question six, thirteen (39%) responded that

they use no specialized treatment when working with older

adults and eleven (33%) of clinicians responded that they
use little specialized treatment when working with older

adults.
The negative correlation between questions five and

fifteen was significant,

(R = (31) = -.472, p < .005).

That is, the clinicians' caseload that has little to no

older adults (question 5) is significantly correlated to
clinicians' views of older adults drinking in excess

(question 15). In response to this question, five (15%)
responded to no extent, eighteen (54%) responded to a

little extent, seven (21%) responded to a medium extent,
and two (6%) responded to a large extent older adults

drink in excess.
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The positive correlation between questions six and
X

seven was significant,

(R = (31) - .810, p < .001). That

is, to what extent the clinicians' facility utilizes
specialized treatment in individual treatment with older

adults (question six) is significantly correlated to
whether the clinicians' facility utilizes specialized

treatment groups with older adults (question 7). In
response to question six, thirteen (39%) responded that
they use no specialized treatment when working with older

adults and eleven (33%) of clinicians' responded that
they use little specialized treatment when working with
older adults. In response to question seven, sixteen
(48%) responded to no extent, eight (24%) responded to a

little extent, six (18%) responded to a medium extent,
and three (9%) responded to a large extent that they use

specialized groups for older adults.
The positive correlation between questions six and

eight was significant,

(R = (31) = .659, p < .001). That

is, to what extent the clinicians' facility utilizes

specialized treatment in individual treatment with older
adults (question six) is significantly correlated to what

extent the clinicians' agency contributes to the
specialized needs of the older adults (question 8). In
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response to this question, nine (27%) responded to no

extent, fourteen (42%) responded to a little extent,
seven (21%) responded to a medium extent, and three (9%)

responded to a large extent they contribute to the
specialized needs of the older adults.
The positive correlation between questions six and
nine was significant,

(R = (31) = .408, p < .005). That

is, to what extent the clinicians' facility utilizes

specialized treatment in individual treatment with older
adults (question six) is significantly correlated to if
the clinicians have used specialized treatment when

working with older adults (question 9). In response to

this question, sixteen (48%) responded to no extent,
eleven (33%) responded to a little extent, six- (18%)

responded to a medium extent, and zero (0%) responded to

a large extent that they use specialized treatment for
substance abusers 65 and older.

The positive correlation between questions six and
thirteen was significant,

(R = (31) = .364, p < .005).

That is, to what extent the clinicians' facility utilizes
specialized treatment in individual treatment with older

adults (question six) is significantly correlated to what
extent that the clinicians believe that older adults use
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illegal drugs (question 13). In response to this

question, ten (48%) responded to a little extent, sixteen
(48%) responded to a medium extent, five (15%) responded
to a large extent, and two (6%) clinicians did not

respond to this question.
The positive correlation between questions seven and

eight was significant,

(R = (31) = .428, p < .005). That

is, to what extent the clinicians' facility utilizes

specialized treatment groups with older adults (question
7) is significantly correlated to what extent the

clinicians' agency contributes to the specialized needs

of the older adults (question 8). In response to question
seven, sixteen (48%) responded to no extent, eight (24%)
responded to a little extent, six (18%) responded to a
medium extent, and three (3%) responded to a large extent

that their facility utilizes specialized treatment groups
with older adults. In response to question eight, nine
(27%) responded to no extent, fourteen (42%) responded to

a little extent, seven (21%) responded to a medium
extent, and three (9%) responded to a large extent.
The positive correlation between questions seven and

nine was significant,

(R = (31) = .428, p < .005). That

is, to what extent the clinicians' facility utilizes
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specialized treatment groups with older adults (question
7) is significantly correlated to the clinicians' belief

that they have used specialized treatment when working
with older adults (question nine). In response to

question nine, sixteen (48%) responded to no extent,
eleven (33%) responded to a little extent, six (18%)

responded to a medium extent, and zero (0%) responded to

a large extent.
The negative correlation between questions seven and
ten was significant,

(R = (31) = -.415, p < .005). That

is, to what extent the clinicians' facility utilizes
specialized treatment groups with older adults (question
7) is significantly correlated to clinicians' willingness
to attend specialized trainings (question 10). In

response to question ten, two (6%) responded to no

extent, two (6%) responded to a little extent, five (15%)
responded to a medium extent, and twenty-four (72%)
responded to a large extent.
The positive correlation between questions seven and

thirteen was significant,

(R = (31) = .361, p < .005).

That is, to what extent the clinicians' facility utilizes
specialized treatment groups with older adults (question
7) is significantly correlated to what extent that the
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clinicians believe that older adults use illegal drugs
(question 13). In response to question thirteen, zero

(0%) responded to no extent, ten (3%) responded to a

little extent, sixteen (8%) responded to a medium extent,
and five (1%) responded to a large extent.
The positive correlation between questions eight and

thirteen was significant,

(R = (31) = .438, p < .005).

That is, to what extent the clinician's agency

contributes to the specialized needs of the older adults
(question 8) is significantly correlated to what extent

that the clinicians believe that older adults use illegal

drugs (question 13). In response to question eight, nine
(27%) responded to no extent, fourteen (42%) responded to

a little extent., seven (21%) responded to a medium
extent, and three (9%) responded that to a large extent

that they contribute to the specialized needs of the
older adults. In response to question thirteen, zero (0%)

responded to no extent, ten (30%) responded to a little
extent, sixteen (48%) responded to a medium extent, and

five (15%) responded to a large extent and two (6%)

clinicians did not respond to this question.
The positive correlation between questions ten and

fourteen was significant,

(R = (31) = .434, p < .005).
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That is, clinicians' willingness to attend specialized
training (question 10) is significantly correlated to
clinicians' belief that older adult abuse prescription

medications

(question 14). In response to question ten,

two (6%) responded to no extent, two (6%) responded to a

little extent, five (15%) responded to a medium extent,
and twenty-four (72%) responded to a large extent. In

response to question fourteen, zero (0%) responded to no

extent, zero (0%) responded to a little extent, thirteen

(39%) responded to a medium extent, and nineteen (57%)
responded to a large extent.
The third section of the survey consisted of a three

open-ended questions. The open-ended questions were used
to identify what instruments that clinicians are using
with adolescent, adults, and older adults. Question one
asked what current assessment tools does your agency use

when assessing an older adult (over the age of 65) with a
substance abuse problem and the majority sixteen (48%) of
the responses were Addiction Severity Index, five (21%)

stated standard agency assessment, and the remaining
(31%) responses were varied between different assessment

tools.
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The second open-ended question asked what current

assessment tools does your agency use when assessing an
adolescent with a substance abuse problem and the
majority thirteen (39%) of the responses were Addiction

Severity Index, eleven (36%) responded none, and the
remaining (25%) were varied between different assessment
tools.
The third open-ended question asked what current

assessment tools does your agency use when assessing an
adult (between the ages of 18-64) with a substance abuse

problem and the majority eighteen (54%) of the responses
were Addiction Severity Index, five (21%) stated standard
agency assessment, four (12%) responded CAGE
questionnaire, and the remaining (13%) were varied

between different assessment tools.

Summary
The results section consisted of the statistical

results of the needs assessment. The research utilized

descriptive frequencies for the demographic information
and the majority of the data utilized a bivariate

correlation. In the correlation the major factors that
were assessed were the clinicians' self-reported
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knowledge, caseload size, and beliefs towards, older adult

population with a substance abuse problem. The last part

of the result section was the open-ended question which
was designed to see if there were discrepancies between
the three groups.

Table 1. Gender of the Participants

Cumulative
Percent

Frequency

Percent

Valid
Percent

6

18.2

18.2

18.2

female

27

81.8

81.8

100.0

Total

33

100.0

100.0

Valid male

Table 2. Ethnicity of the Participants

Valid

Valid

Cumulative

Frequency

Percent

Percent

Percent

4

12.1

12.1

12.1

2

6.1

6.1

18.2

Hispanic/Latino

7

21.2

21.2

39.4

White/Caucasian

19

57.6

57.6

97.0

other

1

3.0

3.0

100.0

Total

33

100.0

100.0

African American

Asian American/

Pacific Islander
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Table 3. Age Range of the Participants

Frequency

Percent

Valid
Percent

Cumulative
Percent

Valid 18-24

1

3.0

3.0

3.0

25-29

7

21.2

21.2

24.2

30-39

7

21.2

21.2

45.5

40-49

6

18.2

18.2

63.6

50-59

7

21.2

21.2

84.8

60+

5

15.2

15.2

100.0

33

100.0

100.0

Total

Table 4. Participants Type of Employment
Cumulative
Percent

Frequency

Percent

Valid
Percent

Full time

20

60.6

60.6

60.6

Part time

13

39.4

39.4

100.0

Total

33

100.0

100.0
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Table 5. Length of Employment of' the Participants

Valid

Valid

Cumulative

Frequency

Percent

Percent

Percent

14

42.4

43.8

43.8

2

2

6.1

6.3

50.0

1 year 'to 3 years

6

18.2

18.8

68.8

3 years to 5 years

5

15.2

15.6

84.4

7 years or more

5

15.2

15.6

100.0

32

97.0

100.0

1

3.0

33

100.0

1 month to a year

Total

Missing System
Total

Table 6. Which County the Participants Work in

Valid

Valid

Cumulative

Frequency

Percent

Percent

Percent

Riverside county

10

30.3

31.3

31.3

San Bernardino

22

66.7

68.8

100.0

32

97.0

100.0

1

3.0

33

100.0

county

Total
Missing System

Total

56

Table 7 . Education Level of Each Participant
Cumulative
Percent

Frequency

Percent

Valid
Percent

High school

1

3.0

3.0

3.0

AA/AS

.1

3.0

3.0

6.1

Bachelors

10

30.3

30.3

36.4

Master's

13

39.4

39.4

75.8

CADDE

1

3.0

3.0

78.8

CAADAC

3

9.1

9.1

87.9

CATS

1

3.0

3.0

90.9

Other

3

9.1

9.1

100.0

Total

33

100.0

100.0

Table 8. The Participant's Religious Preference
Cumulative
Percent

Frequency

Percent

Valid
Percent

9

27.3

27.3

27.3

Protestant

5

15.2

15.2

42.4

None

6

18.2

18.2

60.6

Other

13

39.4

39.4

100.0

Total

33

100.0

100.0

Valid Catholic

57

CHAPTER FIVE
DISCUSSION
Introduction

In this chapter all of the statistically significant

findings will be discussed. A discussion of the

limitations of this study will be addressed and
recommendations for social workers in or around this
field will be addressed.

Discussion
The overall purpose of this study was to inquire if

clinicians have adequate knowledge when working with the.

aging population 65 and older who have a substance abuse
problem. The survey used several different factors to
analyze if there is a need for additional training among
clinicians in the substance abuse field. The survey

assessed for differences between self reported knowledge
and the use of appropriate instruments when assessing the

aging population with a substance abuse problem.
The primary reason that this needs assessment was

developed was because of the up and coming baby boomer
generation and their history of drug use which may lead
to a possible influx of older substance users that need
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to be treated. This study used 33 clinicians in Riverside
and San Bernardino counties.
The results show a correlation between caseload size
and how many older adults that clinicians have worked

with (questions 1 and 5). The findings in this study

suggest that most clinicians in Riverside and San
Bernardino work with few older adults on their caseload
as evidence by (54%) of the clinicians stated that older

adults represent zero percent of their caseload.
The next element was to see if the clinicians

believe that their agency utilizes specialized assessment
tools when working with the aging population (questions
6, 7, and 8) in the Likert scale. The mean score of these

three questions are indicated as: to a large extent is
seven (8%) whereas who indicated to no extent
thirty-eight (38%) and who indicated to a little extent

thirty-three (33%). These findings suggest that most

agencies do not possess specialized treatment tools to

work within individual or group settings nor do the

agencies contribute the needs of the aging population.
Another element in the Likert scale that was tested
was the beliefs of the clinicians about the older adults'

substance use. Questions two and fifteen addressed if the
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clinicians,felt that the aging population is misdiagnosed
with a substance abuse problem. This positive correlation

suggests that clinicians who believe that older adults
are misdiagnosed with a substance abuse problem also feel
that they are misdiagnosed with an alcohol problem. This

study also suggests that the smaller the size of the

clinician's caseload that focuses on older adults the

less likely they are to believe the older adults have a
substance abuse problem.

Also addressed in the Likert scale, questions
thirteen and fourteen, tested if the clinicians believe

that older adults misuse illegal and prescription
medications. There was no correlation between these

questions however the mean scores were as follows; 0%
responded to no extent, 15% responded to a little extent,
46% responded to a medium extent, and 38% responded to a

large extent. This suggests that the majority of

clinicians believe that the older population misuse
illegal and/or prescription medication to some extent;
however they do not see it as a problem. This might be
because the older population is looked at as having a
right to use substances; although this idea is called

ageism (Center for Substance Abuse Treatment, 1998). As
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stated earlier ageism is affecting the older population

because younger adults are allowing the older population
to use substances. The results from this study suggest
that even clinicians are allowing this behavior.

On the Likert scale two questions (3 and 4) were
asked to address if the clinicians feel that there is

adequate support for the older adults and if they felt

that they were trained to work with this population.
There was not a significant correlation between these two
guestions; however, the mean of the two questions was

interesting. The mean score was 53% felt that they were
somewhat trained to work with the aging population and

thought that they had support. This finding is a little
surprising because the majority of the clinicians sampled
had few older adults on their caseload. This suggests

that although the clinicians do not see the older adult

they believe that someone else is providing support.
The last element factored on the Likert scale was
the willingness of the clinicians to go to specialized

training to work with the aging population (question 10).

A surprising 72% of the 33 clinicians are willing to go
to specialized training even though only a few of their

clients are older adults.
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In addition to the factors on the Likert scale there
were also correlations. These correlations show a more

in-depth view of the lack of appropriate assessment
tools, specialized knowledge, and how many clinicians

have small caseloads with a focus with older adults.
Although the majority of clinicians believe that older

adults abuse prescription medications and use some

illegal substances. In this study there were twenty-four
different correlations (see appendix E); however several

were also ready discussed and will not be addressed

again. The first positive correlation is between
questions one and three which were looking at what extent

clinicians work with the aging population and if they

felt that they had specialized knowledge to work with
this population. This correlation suggests that

clinicians who do not work with older adults in great
numbers believe that they do not possess specialized

training to work with older adults.
The positive correlation between one and six

represents to what extent clinicians are working with the

aging population and if the clinicians were utilizing
specialized instruments while treating them. The findings

suggest that for staff members who work with few older
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adults the more likely their agency is not going to

utilize specialized treatments for this population as

evidence by thirteen (39%) who responded that they use no
specialized tools with older adults.
The positive correlation between one and seven

represents to what extent clinicians are working with the
aging population and facilities were utilizing
specialized treatment in a group setting. The findings

suggest that clinicians who work with few older adults
are less likely to utilize specialized group treatment
for this population as evidence by sixteen (48%) of the
■clinicians responded that they use no specialized group
for this population.
The positive correlation between one and eight

represents to what extent clinicians are working with the
aging population and how much the clinician contributes
to the specialized needs of the older adults. The

findings suggest that clinicians who work with fewer
older adults are less likely to contribute to the
specialized needs of this population as evidence by
fourteen (42%) responds that they contribute a little to
the aging population.

63

The negative correlation between two and five

represents to what extent clinicians feel that older
adults are misdiagnosed with substance abuse problems and
the number of older adults on their case load. The

findings suggest that the smaller amount of older adults
on a clinician's caseload increased the likelihood that

they believe that older adults do not have substance

abuse problems as evidence by nineteen (57%) of

clinicians reporting that the majority of the older
adults are misdiagnosed.
The positive correlation between two and fifteen

represents to what extent clinicians feel that older
adults are misdiagnosed with a substance abuse problem
and they do not drink in excess. The finding suggests

that clinicians who believe that older adults who are
misdiagnosed with a substance abuse problem also feel
that they are misdiagnosed with a alcohol problem as

evidence by eighteen (54%) of clinicians responded that
older adults do not drink in excess and nineteen (57%) of

clinicians reported that the majority of the older adults
are misdiagnosed with a substance abuse problem.
The positive correlation between three and nine

represents to what extent clinicians feel that they have
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specialized training to work with this population and if

they have used specialized treatment for substance abuse
is over the age of 65. The findings suggest that

clinicians who believe that they do not have specialized
training to work with older adults also do not feel that
they use specialized treatment when working with older
adults as evidenced by the majority of the clinicians

sixteen (48%), responded that they have not used
specialized treatment when working with the older

population.
The positive correlation between four and seven

represents clinicians' view that there is support for

older adults and if the clinicians' facility utilizes
specialized treatment groups with older adults. With no
surprise, the findings suggest clinicians' who work

within an agency that does not utilize specialized
treatment for older adults also believe that there is not

much support for older adults as evidenced by nineteen
(57%) who felt there is a small amount of support and

sixteen (48%) reported that their facility^does not
utilize specialized treatment.
The negative correlation between four and ten

represents clinicians' view that there is support for
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older adults and clinicians' willingness to attend
specialized trainings. The findings suggest many

clinicians believe that there is little support for older
adults and are willing to attend specialized training to
help the aging population.
The positive correlation between four and thirteen

represents clinicians' view that there is support for
older adults and that clinicians believe that older
adults use illegal drugs. The findings suggest that

clinicians believe there is some support however also
believe that older adults use illegal drugs as evidence

by the majority of the clinicians sixteen (48%)
responding believe that older adults use some illegal
drugs. The positive correlation between four and fourteen

represents the clinicians' view that there is support for

older adults and clinicians' belief that older adults
abuse prescription medications. The findings suggest that

clinicians believe that there is lack of support for
older adults however most clinicians also believe that
older adults are abusing prescription medications. These

questions raise concerns with this researcher because we
believe that older adults use illegal drugs and abuse

prescription medications; however, when asked if they are
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misdiagnosed with a substance abuse problem the majority

of respondents felt that they were not.
The positive correlation between five and six
represents the clinicians' caseload size that focuses on

older adults and clinicians' facility that utilizes

specialized treatment in individual sessions. The

findings suggest that because of small caseloads with
older adults they do not use specialized treatment with
older adults as evidence by eighteen (54%) of clinicians
reporting no older adults on their caseload and thirteen

(39%) reported using no specialized tools with older
adults.
The negative correlation between five and fifteen

represents the clinicians' caseload size that focuses on
older adults and if the clinicians' believe that the

older adults drink in excess. The findings suggest that

clinicians with caseloads with small numbers of older
adults believe that older adults do not drink in excess.
The positive correlation between six and seven

represents the facilities that utilize specialized

treatment with individuals and also facilities that

utilize specialized treatment with groups of older
adults. The findings suggest that agencies that do not
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use specialized treatment for the aging population also

do not use specialized groups treatment either.
The positive correlation between six and eight

represents the facilities that utilize specialized

treatment with individuals and the facilities
contribution to the aging populations' needs. The

findings suggest that if an agency does not use
specialized treatment for individuals over the age of 65

they are less likely to contribute to the needs of the
older adults.
The positive correlation between six and nine

represents the facilities that utilize specialized
treatment with individuals and if clinicians have used
specialized treatment when working with older adults. The

findings suggest that these agencies do not have
specialized treatment for people over the age of 65.
The positive correlation between six and thirteen

represents the facilities that utilize specialized
treatment with individuals and if clinicians believe
older adults use illegal drugs. The findings suggest that
even though the agencies do not treat a high quantity of
older adults, the clinicians believe that older adults
are using illegal drugs. These questions raise a concern
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with this researcher because the agencies are not
utilizing specialized treatment although the clinicians

believe that the older adults are using illegal drugs.
The positive correlation between seven and eight

represents the clinicians' facilities that utilize
specialized group treatment and the clinicians'
facilities contribution to the specialized needs of the

older adults. The findings suggest that if an agency does
not use specialized treatment for group treatment they
are also not likely to contribute to the specialized

needs of the older adults.
The positive correlation between seven and nine

represents the clinicians' facilities that utilize
specialized group treatment and the clinicians' belief

that they have used specialized treatment when working
with older adults. The findings suggest that most
agencies do not have the treatment tools nor have the

clinicians used specialized treatment when working with
the older population.

The positive correlation between seven and ten

represents the clinicians' facilities that utilize
specialized group treatment and the clinician's
willingness to attend specialized trainings. The findings
69

suggest that although many agencies do not work with a
large number of older adults they are willing to attend

training on this subject. The positive correlation
between seven and thirteen represents the clinicians'
facilities that utilize specialized group treatment and

the clinicians' belief that older adults use illegal
drugs. The findings suggest although many agencies do not

work with a large number of older adults many clinicians
believe that adults over the age of 65 use illegal drugs.
These two correlations suggest that clinicians see that

older adults are in need of further help however they are
limited by their agency's resources.
The positive correlation between eight and thirteen

represents the agency contribution to the specialized
needs of the older adults and the clinicians' belief that

older adults use illegal drugs. The findings suggest that

many agencies do not contribute to the needs of the older
adults although a large number of clinicians believe that
the older adults use illegal drugs as evidence by sixteen

(48%) clinicians believe that older adults use some

illegal drugs.
The positive correlation between ten and fourteen

represents the clinicians' willingness to attend
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specialized training and the clinicians' belief that
older adults abuse prescription medications. The findings

suggest that clinicians are willing to go to training

because they believe that older adults are abusing

prescription medications as evidence by twenty-four (72%)
clinicians stated that they are willing to go to
specialized training and nineteen clinicians responded
that older adults are abusing prescription medications.

The next section of the survey was the open-ended
questions. This section was used to see if there are any

discrepancies between open-ended questions and the Likert

scale. The open-ended questions were used to identify if
agencies used different instruments among the different
age groups; adolescent, adults, and older adults. Most of
the research has shown that clinicians and agencies do
not have adequate assessment tools or appropriate

knowledge when working with the aging population. This is

evident when looking at the majority of responses which

suggests that agencies are only using the Addiction

Severity Index to treat all age groups. This supports

this researcher's hypothesis that neither agencies nor
clinicians use specialized tools when assessing the aging
populations. Whereas the center for Substance Abuse
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Treatment (1998) suggests that with older adults the
Alcohol Use Disorder Identification Test (AUDIT) has
specific elements that will benefit the aging population.

In the AUDIT it also explains how to work with the aging

population such as "the interviewer is [to be] friendly
and nonthreatening [throughout] the interview [...]" (p.

122) .
It is important to keep in mind that when assessing
any population clinicians need to think about the

specialized needs of that population and find many tools

that can apply to them. This research has suggested the
use of AUDIT instrument when working with the aging

population however there are varies ones that work. It is
also important to note that none of the research has

indicated the ASI is an appropriate tool for the aging
population.
Limitations

In regards to limitations there are several issues
that need to be addressed when this study is duplicated.
The first issue is equal representation of both genders.

In this current study there were twenty-seven (81%)

females and only six (18%) males participating. There was
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also a greater number of Caucasians, nineteen (57%), than
any other ethnicity. These two factors may skew the

results and decrease the generalizability of the study

however the findings are still very important and should
not be taken lightly.

The second limitation is lack of equal distribution

of participants from different counties; twenty-two (66%)
were from San Bernardino and only ten (30%) were from
Riverside. Also a greater number of participants is

important to increase the overall generalizability of the
study.

The last limitation in this study is distribution

between education levels of the clinicians who were
predominant master's, thirteen (39%), and bachelors level

graduates, ten (30%), whereas CADDE and CATS were both
only one (3%) each. This researcher feels that it is

important to have wider range of education levels to
increase generalizability.

Recommendations for Social Work
Practice, Policy and Research
It is important for all social work to remember to
be culturally competent and this now extends to a

person's age. We as social workers need to stop ageism
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and inform others that it is taking place. It is as
important to treat an older adult with a substance abuse

problem as it is to treat a teenager.

Many substance abuse centers will see older adults
however do not have the adequate knowledge to effectively
work with this population. It is our job as1social

workers to try to change the current policy that does not
provide funding to help the aging population. As social
workers our mission is to

enhance human wellbeing and help meet the basic
human needs of all people, with particular
attention to the needs and empowerment of people

who are vulnerable, oppressed, and living in

poverty (http://www.socialworkers .org/pubs/

Code/code.asp).

With this being said it is our duty to try to change
the policy to help the aging population because they are

being oppressed. More research on this topic is needed to

understand the true possible ramifications that
oppressing the aging baby boomer generation can have on
future generations.
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Conclusions

Overall the findings from this needs assessment

suggest that we need to obtain more knowledge in relation
to substance abuse among the aging population. Further
the agencies that treat substance abusers need to acquire

more assessment tools to help the aging population. We

also need to try to increase the amount of older adults
on our caseload because the majority of clinicians saw

few to no older adults. The most surprising finding was
clinicians' belief that older adults misuse and abuse

medications and use illegal drugs however they lack
knowledge and tools to work with this population. It is

important for clinicians and agencies to stop the ageism
and to acquire training and instruments to work with the

aging population.
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QUESTIONNAIRE
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1
2
3
4

=
=
=
=

To
To
To
To

No Extent
a Little Extent
a Medium Extent
a Large Extent

Survey
1)

To what extent have you worked with people over the age of 65 with a
substance abuse problem?
To No Extent -1-2-3-4- To a Large Extent

2)

To what extent do you believe people over the age of 65 are
misdiagnosed with a substance abuse problem?
To No Extent -1-2-3-4- To a Large Extent

3)

To what extent do you feel you are specifically trained to work with
substance abuse users 65 years or older?
To No Extent -1-2-3-4- To a Large Extent

4)

To what extent do you feel there is support for substance users who are
65 or older?
To No Extent -1-2-3-4- To a Large Extent

5)

To what extent is your case load focused on substance abuse users 65
and older?
To No Extent -1-2-3-4- To a Large Extent

6)

To what extent does your facility utilize specialized treatment in
individual therapy for people 65 years or older?
To No Extent -1-2-3-4- To a Large Extent

7)

To what extent does your facility utilize specialized treatment group
therapy/counseling for substance abusers 65 or older?
To No Extent -1-2-3-4- To a Large Extent

8)

To what extent does your facility contribute to the specialized needs of
substance abusers 65 and over?
To No Extent -1-2-3-4- To a Large Extent
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9)

To what extent have you used specialized treatment for substance
abusers 65 and over?
To No Extent -1-2-3-4- To a Large Extent

10)

To what extent would you be willing to attend specialized training for
substance abusers 65 and over?
To No Extent -1-2-3-4- To a Large Extent

11)

To what extent do you believe that it is ok for a person over the age of
65 to drink one or more alcoholic drinks per day?
To No Extent -1-2-3-4- To a Large Extent

12)

To what extent is the population at your facility involuntarily mandated?
To No Extent -1-2-3-4- To a Large Extent

13)

To what extent do you believe that people 65 years old and older use
illegal drugs?
To No Extent -1-2-3-4- To a Large Extent

14)

To what extent do you believe that people over the age of 65 abuse
prescription medication?

To No Extent -1-2-3-4- To a Large Extent
15)

To what extent do you believe that people over the age of 65 do not
drink in excess?

To No Extent -1-2-3-4- To a Large Extent
16)

What current assessment tools dose your agency use when assessing
an older adult (over the age of 65) with a substance abuse problem?

17)

What current assessment tools does your agency use when assessing
an adolescent with a substance abuse problem?

18)

What current assessment tools does your agency use when assessing
an adult (between the ages of 18-64) with a substance abuse problem?
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INFORMED CONSENT
The study in which you are being asked to participate in is designed to explore
substance abuse among the aging population. This study is being conducted by
Michael Clarke under the supervision of Dr. Tom Davis, Professor of Social Work.
This study has been approved by the Department of Social Work Subcommittee of
the Institutional Review Board, California State University, San Bernardino.

in this study you will be asked to respond to several questions regarding
substance abuse among the aging population. The following survey should take
about 5 to 10 minutes to complete. All of your responses will be held in the strictest of
confidence by the researcher(s). Your name will not be reported with your responses.
All the data will be reported in group form only. You may receive the group results of
this study upon completion after September, 2009, at the Pfau Library, California
State University, San Bernardino.

Your participation in this study is totally voluntary. You are free not to answer
any questions and withdraw at any time during this study without penalty. When you
have completed the (survey, questionnaire, task, interview,) you will receive a
debriefing statement describing the study in more detail. In order to ensure validity of
the study, we ask that you do not discuss this study with other participants. The
benefit of this research is to determine if specialized training is needed for substance
abuse counseling for the elderly population. The only possible risk is understanding
that you may not have adequate training on this subject.
Ifyou have any questions or concerns about this study, please feel free to
contact Dr. Tom Davis at (909)537-3839
By placing a check mark in the box below, I acknowledge that I have been
informed of, and that I understand, the nature and purpose of this study, and I freely
consent to participate. I also acknowledge that I am at least 18 years of age.

| "~| I have, read, understood, and agreed to participate in this study.

Today’s Date:____________________________
|

[ I have not read, nor do I understand the informed consent.
Today’s Date:____________________________

80

APPENDIX C

DEBRIEFING STATEMENT

81

DEBRIEFING STATEMENT

Substance Abuse Among the Aging Population
Thank you for participating in this study.
The study you have just completed was designed to investigate

substance abuse among the aging population. The survey questions capture a
multiple number of meanings; these meanings are anticipated and expected.
The researcher is particularly interested in studying substance abuse among

the aging population: a needs assessment
Thank you for your participation and for not discussing the contents of

the survey with other participants. If you have any questions about the study,
please feel free to contact Dr. Tom Davis at (909)537-3839. If you would like

to obtain a copy of the group results of this study, please contact Professor Dr.
Tom Davis at (909)537-3839 at the end of spring quarter of 2009.

Again, thank you for your participation.
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DEMOGRAPHICS
Please place an X on the following information that applies to you.

1)

What gender are you?
Male________ or Female___________

2)

What is your ethnicity? .
African American_____
Asian American/Pacific Islander_____
Hispanic/Latino_____
White/Caucasian_____
Other______________

3)

In what year were you born?_______

4)

Employment status
Full time (32 hours or more)_____
Part time (31 hours or less)______

5)

How long have you worked at this facility?__________ _

6)

What city do you work in?______________

7)

Please check the highest level of education completed
High school (GED)______
AA/AS_____________ What Major (s)_________________
Bachelors__________ What Major (s)_________________ .
Master’s____________ What Major (s)_________________
PHD_______________ What Major (s)_________________
CADDE____________
CAADAC___________
CATS______________
Other______________

8)

What is your religious affiliation?
Buddhist
________
Catholic
________
Hindu
________
Islam
________
Judaism
________
Protestant
________
None
________
Other______________
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Correlations
S1

Pearson Correlation

S1

S2

S3

S4

S5

S6

S7

S8

S9

S10

S11

S12

S13

S14

S15

1

-.227

.463”

.077

.428'

.518"

.353'

.356’

.332

.167

.304

.004

.226

.019

-.088

.212

.007

.676

.013

.002

.044

.042

.059

.352

.085

.984

.221

.917

.632

Sig. (2-tailed)
S2

N
Pearson Correlation

33

32

33

32

33

33

33

33

33

33

33

32

31

32

32

-.227

1

-.079

-.223

-.468"

.073

.089

-.082

.222

.054

.200

-.122

.343

.487"

Sig. (2-tailed)

.212

.220
32

.007

.691

.655

.223

.513

32

32

32

32

.768
32

.273

32

.628
32

-.010
.957

32

31

.054
32

.005
32

.126

.016

.204

.198

.087

.590"

-.011

.228

.006

-.055

.087

.491

.931

.256

.269

.631

.000

.201

.973

.769

33

32

33

33

33

33

32

31

32

32

.126
.491

1

.208

33
.219

33

.951
33

-.185
.311

.344

.341

-.173

.405'

-.359'

-.057

.229

.056

.757

.343

.024

32

32

32

32

.373'

32
-.332

31

1

32
.274

32

.016

32
.208

.043
32

.758

32

.054
32
.186

-.411'
.020

-.057

.252

.404'
.022

.931

.252

.033

.123

32

32

.669
32

.463"

-.079

1

.007
33

.669
32

Pearson Correlation
Sig. (2-tailed)

.077

-.223

.676

N
Pearson Correlation

32

.220
32

N
S3

Pearson Correlation
Sig. (2-tailed)
N

S4

co

S5

Sig. (2-tailed)
S6

S8

.199

-.257

-.109

.348

-.176

32
-.472”

.299
33

.266

.149

.063

.055

33

33

.547
33

32

.006
32

.408'

-.151

.342

-.096

31
.364'

.335
32

-.028

.186

.018

.403

.052

.601

.044

.309
32

N
Pearson Correlation

33

32

33

32

33

33

33

.518"

.073

.204

.219

.373'

1

.810"

Sig. (2-tailed)

.002

.691

.256

.229

.033

33

32

33

32

33

33

33

.659”
.000
33

33

33

33

32

31

.878
32

.404'

.274

.810”

1

.675”

.428'

-.415'

.191

.361'

-.140

.143

.022

.123

.000

.000

.013

.016

.288

-.146
.424

.046

.446

.434

N
S7

.428' -.468"
.007
.013

.638

.000

Pearson Correlation

.353

.089

.198

Sig. (2-tailed)

.044

.628

.269

N
Pearson Correlation

33

32

33

32

33

33

33

33

33

33

33

32

32

-.010

.087

.344

.186

.659"

.675"

1

.316

-.201

.010

-.090

31
.438'

32

.356'

.180

-.033

Sig. (2-tailed)

.042

.957
32

.631

.054

.299

.000

.000

.074

.262

.956

.624

.014

.324

.858

33

32

31

32

32

N

33

33

32

33

33

33

33

33

33

S9

S10

S11

S12

S15

S5

S6

S7

.199
.266

.408'

.428'

.018

.074

S8
.316

S9

S10

1

-.119
.510

S11
.258

S12

S13

S14

S15

-.202

.090

.267

.107
.566

-.222

.148

.221

.623

Pearson Correlation

.332

-.082

.059

.655

.000

N
Pearson Correlation

33

32

33

.341
.056
32

33

33

.013
33

33

33

33

33

32

31

32

32

.167

.222

-.011

-.411'

-.257

-.151

-.415'

-.201

-.119

1

.264

.186

-.186

.434'

.179

Sig. (2-tailed)

.352

.223

.951

.149

.403

.510

.138

.309

.316

.013

.326

33
.304

32

33

33

33

.016
33

.262

N
Pearson Correlation

.020
32

32

-.057

-.109

.342

.191

33
.258

33

.228

33
.010

33

.054

.264

1

.170

31
-.309

Sig. (2-tailed)

.085
33

.768

.201

.757

.547

.052

.288

.956

.148

.138

.352

33

33

33

33

32

.004

.200

-.090

-.202

.186

.170

.984
32

.273

.624
32

.267

.309

.352

32

32

.438'
.014

.107
.566

31

31
-.222

32

33
.006

32

33

-.173

-.332

.973
32

.343
32

.063

32

.226
.221

-.122

-.055

.513

.769

31

31

Sig. (2-tailed)

.019
.917

.343
.054

N
Pearson Correlation

32
-.088

32
.487"

Sig. (2-tailed)

.632

.005

.638

32

32

32

.758
32

N
Pearson Correlation

Pearson Correlation

Sig. (2-tailed)

S14

S4

Sig. (2-tailed)

N
S13

S2

S3
.590"

Sig. (2-tailed)

00

S1

N
Pearson Correlation

N

32

32

.305

.091

-.011
.952

.090

31

32

32

1

.074

.213

.159
.386

32

.691
31

.242

32

32

32

-.186

-.309

.074

1

.202

.316

.091

.691

.276

-.185
.318

31

31

31

31

31

.434'

-.011

31
.213

.202

1

-.047

.952

.242

33
-.096

33
-.146

32

.601
32

.405'
.024

.348

.364'

.424
32
.361'

.055

.044

31

31

31

31

.046
31

-.185

-.176

-.028

-.140

.335

.878

.446

32

-.359'
.043
32

32

32

32

32

32

.087

-.057

32
-.472"

.013
32

.186

.143

-.033

.090

.179

.305

.006

.309

.434

.090

32

32

.623
32

.326

32

.858
32

32

32

.311

**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).

.180
.324

.221

.800

32

.276
31

32

32

.159

-.185

-.047

1

.386
32

.318
31

.800

32

32
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